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Presumptive Eligibility Enrollment Form (pink)

14x25 (6 page tri fold)

Page 1 - Enrollment & Healthssessment

Page 2 - HealtAssessment (continued)

Page 3 - Documents the cliengcreening visit

Page 4/5 - Heart Health Screening Results (tear out for client)

Page 6

Informed Consent

Purpose: Used in the clinic to enroll a woman and document the screening visit

Client completes

Client completes

Provider completes
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Presumptive Eligibility Enrollment Form for Women 40-64
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Your Heart Health Screening Results
and Information

Talkwith your healtheare provider about your screening results before the end of your visit
Discuss what they mean for you and any changes you can make for a heart healihier lfe
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Your Heart Health Screening Results
and Information (continued)
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Enroliment Form (40+) (yellow)

i 81/2x11 (2 pages)

i Page 1 - Enrollment

i Page 2 - Informed Consent

. PurposeUsed to enroll women 40 through 64 (give client enroliment in office to take home to fill out and
send in)

Enrollment Form for Women 40-64 Informed Consent and Release of Medical Information
i iiz::‘::;l;ued i: ]‘,::l:Ed Call : :;: :\‘: ;‘:‘:';Jéai : You muxrsi‘gn (S];i’snl:;:etuh‘e::;:ln;:: n;-:i;n:l:;lanerx Program Version: August 2008
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Breast Diagnostic Enrollment/Follow Up and Treatment Form (goldenrod)

. 11x25 (6 page fold out)
. Page 1 - Enrollment
i Page 2 - Informed Consent
i Page 3/4 - Documents the clienthedical necessity for services
i Page 5 - Instructions for Clinic on how to use the form
. Purpose: 1. Used in the clinic to enroll a client when there is a need of diagnostic services after an abnorn
breast screening and to document short interval breast exam, mammogram order or const
2. Completed after an abnormal screening mammogram. Used when performing diagnostic proce
and treatment and/or referring for further evaluation, diagnostic procedures, or tre#tis@nt.
used to report on a diagnostic mammogram and breast ultrasound.
NEW FORM INSTRUCTIONS Breast Diagmastic Enrollmer/ Follov Up and Treamment Plan for Women 18- 64
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Cervical Diagnostic Enrollment/Follow Up and Treatment Form (blue)

11x25 (6 page fold out)

Page 1 - Enrollment

Page 2 - Informed Consent

Page 3/4 - Documents the clienthedical necessity for services

Page 5 - Instructions for Clinic on how to use the form

Page 6 - Cervic#icronyms and Important Information

Purpose: 1. Used in the clinic to enroll a client when there is a need of diagnostic services after an abnormal
cervical screening and to document short interval Pap test or consultation visit

2. Completed after an abnormal screening PapAési.used when performing diagnostic procedures

and/or referring for further evaluation, diagnostic procedure, or treatment.
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Screening Visit Card (ivory)
14x25 (5 page tri-fold)

Page 1 - Cliens Name, Instructions for Client, Healesessment
Page 2 - HealtAssessment
Page 3 - Documents the clients screening visit

Page 4/5 - Heart Health Screening Results (tear out for client)
Purpose:To document the clierg’screening visit

Client completes

Client completes

Provider completes

Screening Visit Card

NOTE:

Steps to Take Now that You Received Your Screening Visit Card:
1 Every W "

A
statime foryowviit

thatyouread hebookletbefore yougo o yourexam.

Health Assessment (continued)
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Your Heart Health Screening Results
and Information

Talk with your healthcare provider abou

i screening resulis before the end of your vist
Discuss what they mean for you and any changes you can make for @ heart healihier lfe

Your Heart Healthh Screening Results
and Informarion (continued)

Body Mass Tudes (BMI) - BMI

s B R S
[pashing agamsthe walls of your ateries. You

presusica bighes vhen yowhearbers o

Fiood Thais e top mamber o your bood peessureresig
i called o sysele (i i bloodpresse

[Wher your heart i arest. befween beats, yourblood.
[pressuse falls. Thisis the bottom mmber ofyourblood.
[pressurereading. It called your afastolic (-5t 1)
[blood prssure.

ey Range

 number is 120 or below
i wamer 30 o o

[My Blood Press:
v ss s i i v

1 Blood Pressure Taken:

yswolio)  (Disstotio)
/24 Blood Pressure Taken:

[Eroomr )

Somparedoyout beght. Fyour

Waist Circumference: The meamumement
around your naral waist just aboveyour
naval.

Toxedisce yoursisk of heartdisease the
distance around your weist should be 35
inchesorless

My Waist Circumferenceis:

neaten:

follownga
“Alko,

Syanic Diastoi RMTie 25 orbigher ym conldhe
more tisk or hear cisease.
1308 o0&
sbove Suie MyHeigiris
My i
100-109
MyBMIE:
140.159 9099
120139 80-89 -
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Talk o your provider

Tour cholesterol and diabetes screening results may not be ready today
abanit whors youe rovults il be roedly and hom 4o sndersiand thoxs roculic
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Total Chalesterol

Cloisl ity s oy
made by your body. You

o i foods ot come fom

aumals e meat, eges, and

My Total Cholesterol

Healthy Range: Below 200

OB
HDL Cholesterol
, i ‘Healthier Food Choic g
BIDE chilesterolic ks Dol Allofuscouldesta e better than we do. Take an homiestlook at how many frits andvegetiblesyouare | =
cholesterol beczuse highlevelsof ‘sting Bow Imuch faf 15 Mcluced M YOUr et and Kenaty healthy eatmg habis youcan change. Justgeamz |
HDL Z
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enall ormost day

asack. Lowlevels of HDL incresse.

Therick of et discate; My Healthy Eating Plan.

5 or more whol
Earlesss

My HDL Cholesterol

e e

Tostart Inllaimfo

Healthy Range: 40 or above et L

Diabetes
‘Type diabetes begins when your body
cén'tuse msulin g5 tshould. Keeping
acaveand eatmg abelthy texmm}«
preventdisbetes andlower your
Scresning for

Screening Results
Seis Tobaceo Cessation
Not Ready Today?
'y ‘Grumng up anoking 't easy. Tn fact man pec

‘Som Subker o Do amover canmales bigc
Talk vithyour rovider about when o toolate oquit
callinor fyou willecerve esuls n the
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disbetesis done witha fasting blood
glucosetest

My Blood Glucose is:

Healthy Range: Below 100
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Date to Call
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d Sher g e e plegaue datcon o e el ace of amoking.
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Mammography Reporting Form

. 8 1/2 x 12 1/2 (3 part carbonless with an envelope attached at the bottom)

. PurposeUsed for ordering a screening mammogram, diagnostic mammogram or breast ultrasound. Clinic gives
form to client to take to approved mammography/ultrasound facility

Provider completes
gray shaded area
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Report of Women Deemed Lost to Follow Up

. 81/2x11
i Purpose: Used when a clinic has tried to contact a client three times for follow up and has had no respor

Report of Women Deemed Evey W Matias

Lost to Follow Up

Call us if you have questions. Reasonsble

& (800) 532-2227 e o e

TDD (200) 833

dations

WEE
Version: August 2008

@  Client only lost to follow up if you cannot locate her. If you know where she is the client is

not lost
Date (Date provider deemad client was fozt to follow up}
Date (Date form completed)

Provider Name. Clinic Name and City:

Pioase do not abbreviate

Client’s Name

I elient changed names. ploase list bath naes
Client’s Social Security #

Client's Date of Birth:

The client is considered lost to follow up when:

1. Contacted by phone and the phoneis disconnected

2. Currentresident of her lastknown address states that they do not know of such a person or the client no longer
lives at the last known address.

3. Aletteris sentto the clientand itreturns with “client moved no forwarding address given” or “forwarding has
expired.”

Contact Date Type of Contact Results Leads

You must make at least three (3) artempis to locate the client before deeming her lost 1o follow wp. Documentation
must includs the dares and types of comtaces. as well as the results of the contact. Once a provider has exhausred all
conventional means fo comtact a elient ro veturn for follow up. the cliemt can be deemed lost to follow up. Failure to
shaw up for a scheduled appoinmment does not constitute last to follow up.

@

=]

egziod Scresing
Diopzremant of




Cllent Informed Refusal

81/2 x 11 (black 4 part carbonless)
. Purpose:
refusing.

Client completes Section 1

If a client refuses services, she must sign this form, indicating that she understands the risks of

Eyiry #homar Auitonr .
g Client Informed Refusal

Directions for form: Version: Angust 2008
1 Clientmust fill out Section 1
2 Providers s fill our Section 2 or 3, and all

shaded areas.

L have been informed by my healthcare provider, that I should

TR [ o e

have this test/trearment below. This test/meatment is

I

IfTdonot get this

= el o awn ward, T mame Terreaimn and Wl B

test/treatment T know these things may happen to me

Tefng o]

e R T S e T T S e i T
] Ihave had the need for ihis test/ireannent explaived to me.

I'know thst not baviag this test weatmuent at this time, is against my bealthcare provider's sdvice and may be
hanmfil to 1y bealih. My sbuormslity may be a sign of a potencial serious medicol condition, iachiding cancer
Tkpow wst this test/reammeat is for. Thnow why Tneed it Thuow how i is done.

p me from baving fis evalnation procedurs: resiment done later

Aanters (EWM) if Tam a female over 40 vears o
am a femala :mnm':::!ﬂ" years D:'a”
"), if T am 8 male or female 50 years

] Ihave rE!d 'mmﬂ nformation sbove and know what itmeans. I am choosing o refuse the sbove
fest/TeammEnE a1 this time

Client Simmamre Date

n 2:
Submitted by O Clinic
3 Outreach Workex

O Case Menazer
0 EWMMNCP Central Office

“AN the shaded area puist be complete.
SSNK

Date !
FacilinClinic/Agency Information - clinician name, clinic name, city name (do not abbreviare)

Mameof Procedure/Treatment

Portion below to be completed ONLY if client unable to write or has language barrier.

Ifclientunable to write information herself. the client will dictate the mformation and the form sheuld be
witnessed by two mdividuals,

Dictated by Date
Tlacee oo Cliond

Writtenby, Date
Feracn tiking the JEsation

Wimessed by:
L Date

2 Date

Tnrerpreted by: Date

Faterprerer Neaded

Cliant Name

DOB

Complete reverse side only if unable to obiain a signed Client Informed Refusal

sery Flismar Alatzeny

Al the shaded arca nmust be complete.

Service Provider Documentation

Version: August 2008

Directions for form:

s HLLEALRA L Chientmust fill out Seetion I
2 Providers must fill out Section 2 or 3, and all
zray shaded areas.

B Section: |
Providerhas insured that the client has enough information to make an informed decision.
(Client informed Refirsal given to client: O Yes

O No onDae

Client Informed Refusel given o clhentby: O Personal Contact/ Inthe Office

O Phone Contact
QO Postal Contact
O Client rerurnad Client Informed Refusal meomplete.
O Chent faifed to refum a signed Client Informed Refusal.

Date S
name (do not abbreviate)

Facility/Clinic/Agency Informarion - clinician name, clinic name, city:

Attempts were made to give mformation to the client regarding.
O Diagnostc Services O Diagnosis
O Treatment Services O Treamment

Z 8
% E Provider is unsure if the clienthas oris able to make an informed decision due to one or more of the
= following reason(s) : .
g 0 Noverbal commmmication with chent O Lowliteracy level
£ O Language Translation isses Q Mental Emodonal disability
2 O Visnal/Hearing impamment
i
2
E Date
s Facility/Clinic:Agency Information - chnician name, chme name, city name (do rior abbreviate)
Namte of Person 2 this form:
Date
Facility/Clinie/Agency Information - clinicien name, clinic name, city name (de nor abbreviare)
o
5
Z=
i o=
= cgrued Scensg
S A i i

Provider completes Section 2

Provider completes Section 3




Treatment Funds Request Form

. 81/2x11
. Purpose: Completed once a client has been diagnosed with cancer or precancer of the breast or cervix.
for the client to access Medicaid or other treatment resources this form needs to be completed.

Treatment Funds Request Form Eaay Wiae AHetis

In order for your client to access Medicaid or other treatment resources this form
must be complete.

The fellowing docuntents are required to requast finaneial assistance:

@  Treatment Funds Request Form

@  Breast/Carvical Diagnostic Envollment, Follow Up and Treatment Plan

@  Pathology Report

For more mformation see Page 8-1 of the EWM Fregram Provider Contract Manual HE
Top twa copies go to EWM. Provider may keep the battom copy EWM Use Only
Treatment Funds Request Fonn completed by provider on: Date O Yesfecerved
Breast/Cervical Diagnostic Enroliment, Follow Up and Treament Plan
completed by provider on: Date O TYestecerved
Pathology Report sent on: Date 4 O Vesteceived
Client Information
FirstName Initial Last Name Maiden Name
Birthdate Social Security # ‘ Home/Cell Phone circic o] WorkPhone
( )
Address City County State | Zip
Inwhat state was the client born: PrimaryLanguage?
OErghish O Spamish O Viemamesa O Otber
Is the client a U.S. Citizen? O Yes O Ne

the client

Ifno, what s the client’s immigration status?
i Diagnostic Test:

X o Yes O No Diagnostic Test Dife:
Iedicaid: O Yes O No Resul: O CINI 5]
PrvateInsurance: O Tes O No O CINII O Cancer insit (breast or carvical)

N : O Invasive cancer breast or cervical)
Ifyes, listname of insurance company: Treatment:
Scheduled Dafe:
Performed Date

Nebraska Medicaid notifies all clients of acceptance fo Medicaid Treatment Funds within three days of receipt of
application, along with a copy of Client Rights and Respansibilities.

SURGEON/CLINIC

Phone: ( )
Contact Person Fax:

HOSPITAL: Phone ( )
Contact Person Fax:

PATHOLOGY: Phone: ( )
Contact Person Fax: (

ANESTHESIOLOGY: Phone: ( )

Contact Person Fax: (
Phone: ( )]
Fax:

Aftach claim(s) to this form and submit te EWM Staff at the Central Qffice in Linceln for clients NOT eligible
for Medicaid. Providers have 60 days fo submit ri'm'msdfarpmr?siw to the EWM Foundation. Treatment funds,
if available, ave administered thiongh the EWM Foundarion.

See reverse of this form for Points of Importance




Clam Satus Form

. 81/2x11
. Purpose: Completed by clinic and faxed to EWM Central Office to inquire about claim status.

CLAIM STATUS FORM vy Winan Hatlers

State of Nebrazla, Department of Health and Human Services
Office of Women's Health

Every Woman Matter: Program

301 Centenuial Mall South

PO Box 94817

Lincoln, KE 68509-4317
PHONE: 1-800-532-21.
FAN: 402-471-0013

T 402-471-0929 SEsmazes OPFCE OF WONEN'S HEALTH

This transmission may include protected kealth nyformanion, under e siandards established per the Health Insurance Portability
and Accountability Act of 1996, and Neb. Rev. Star., §63-313. I this informarion has been received in error, the recipient is
directed to remr o sender or destroy the informarion and nogfy this affice of the error immediarely. Failure io do so may lead fo
«eivil or criminal penalties.

The document will be reviewed and returned within 2 working days.

PROVIDER NAME:
Name of Contact Person:

Fax Number:

PROVIDERS MUST COMPLETE FIRST § COLUMNS ...USE A SEPARATE LINE FOR EACH CPT CODE

) (3) 4 (5) (EWM to complete this Section)
- Billing
Patient Name DOB DOs CPT | Amount COMMENTS

PLEASE REVIEW your most recent Billing Authorization Report before sending Claim Status Requests.
EWM staff will not review claims that are less than 60 days from date of service.

PLEASE allow 45 day: filing date so claims can process through 1 billing cycle before requesting review.
If a PAID date is noted in the comment column, this i the date Authorized by EWM staff. Please allow 2
weels for payment to issue.

To be completed by EWM Staff:
Date Received: [ Date Completed: | By:

Clsim Stasz: Form Veesice 08-1008




Payment Satus Form

. 81/2x11
. Purpose: Completed by clinic and faxed to EWM Central Office to inquire about payment status.

PAYMENT STATUS FORM Every Winan Mallirs
State of Nebrasla, Department of Health and Human Services =4 e

Office of Women's Health B

Every Woman Matters Program
301 Centennial Mall South

PO Box 94517

Lincoly, NE 65509-4817
PHONE: 1-800-532-2227 or 402-471-0929 “Eanasss OFrGE of WEMER's HEaLTh
FAX: 402-471-0913

This transmission may include protected health information, under the standards established per the Health Tisurance
Partabulity and Accountability Act of 1996, and Neb. Rev. Stat, £65-313. [f thus mformation has been recetved m evror,
the recipient iz divected to return to sender or destray the information and notify: thiz affice of the erver immediately.
Failure to do so may lead to civil or criminal penalties.

The document will be reviewed and returned within 2 working days.

PROVIDER NAME:

Name of Contact Person:

Telepl Number:

Fax Number:

COMPLETE THIS SECTION IF YOU HAVE A CHECK AND NEED BACK-UP FOR THAT CHECK
THE DOCUMENT(S) WILL BE FAXED TO YOU

I INVOICE NUMBER -
PAYEE CHECENUMBER | /000 ox cHECK STUB Check Amount

COMPLETE THIS SECTION IF YOU HAVE BACK-UP BUT HAVE NOT RECEIVED THE CHECK
OR CANNOT IDENTIFY AN ELECTRONIC FUNDS TRANSFER FOR THE BACK.UP

PAYEE INVOICE NUMBER | DOCUMENT NUMBER COMMENTS
- (FOUND ON UPPER RIGHT-HAND CORNER OF DOCTUMENT) (EWM to complete this section)
Ta be completed by EWMI Staff.
Date Received: [ Date Completed: [ By: |

Paymert Statms Form 07-2007




